In the continued absence of Table 2 shows that the most common association was with the Pierre-Robin sequence in 38 children, all but one of whom had cleft palate. The severity of the associated defects is shown by the fact that only 57% of the infants with Place of maternal residence. Table 6 shows the variation of the prevalence of facial clefts within Greater Glasgow subdivided into eight categories of postcode sectors classified and ranked according to housing and social characteristics. The categories were derived by means of a cluster analysis of variables obtained from the 1981 census. The highest rates were observed in area types 7 and 8 (local authority housing with young families, high unemployment, and a preponderance of unskilled workers). The lowest rates were found in area type 1 (professional and non-manual workers in large owner occupied housing with two or more cars) and type 3 (mainly non-manual and professional workers in older but good quality housing). Most of this (Table 7) .
Discussion
A recent prospective epidemiological study of facial clefting was reported from Liverpool,2 a city which is, in many ways, comparable with Glasgow. Both cities have operated registers of congenital anomalies for several years and both are participants in the multicentre EUROCAT project. The Glasgow Register enjoys the advantage of having been subjected to a systematic evaluation of the accuracy and completeness of its data for the earlier years (1972-77) of its operation. At that time the Register successfully ascertained about two thirds of all known infants with oral clefts (Stone DH, Evaluation of A Register (Report for Mastership, Faculty of Community Medicine Part 2), 1979). The overall prevalence of facial clefts is similar in the two cities and is compatable with the results of other studies. 3 The distribution of the types of defects within the total prevalence, however, varies. In Glasgow more than half of the defects are cleft palate and slightly less than half are cleft lip (with or without cleft palate). In Liverpool only about a third of the defects are cleft palate, most being cleft lip (with or without cleft palate). The Liverpool pattern is closer to that reported from other studies in which a predominance of cleft lip (with or without cleft palate) is the norm, suggesting that the Glasgow figure for the prevalence of cleft lip may be an underestimate.
Glasgow is also atypical in another way. The majority of children with facial clefts had associated defects, most of which were serious in terms of the lesions themselves and the survival of the affected infants. Liverpool reported that only l6%o of the children with facial clefts were associated with 'more than one other major anomaly,' and while it is possible that the Liverpool rate of associated defects would have been much higher had children with only one associated defect been included, the Glasgow figure does seem to be unusually high. ' 3 In both Glasgow and Liverpool there was an excess of males with cleft lip (with or without cleft palate), but this was not the case for cleft palate, which showed either a female predominance (Glasgow) or no predominance (Liverpool), confirming the general trend observed elsewhere. 4 The higher prevalence in babies born to older mothers observed in Glasgow has also been described elsewhere. 3 4 Seasonality has been inconsistently reported, and there is little in common between Glasgow and Liverpool in this respect, except for an apparent absence of any seasonal trend in prevalence of cleft lip.
A real decline in the prevalence of facial clefts took place in Glasgow in 1978, but not in Liverpool, where, if anything, an increase in prevalence occurred at that time. Thereafter, the predominance of clefts associated with other malformations in Glasgow may have been due to improved ascertainment in the wake of the findings of the evaluation exercise which was reported in 1979. Alternatively, both the differing secular trends in the two cities and the changing relative incidence of clefts associated and unassociated with other defects in Glasgow may reflect some unidentified environmental teratogen that was waxing and waning at different times in the two locations.
The possibility of an association with epilepsy and anticonvulsant treatment cannot be excluded as neither study collected sufficient data on the subject, but only 3% of the Liverpool cases were associated with a maternal history of epilepsy, which could therefore explain only a small proportion of the prevalence.
Social class distribution was not reported by either study, but the Glasgow finding of an association between cleft palate and areas of socioeconomic deprivation suggests either that a teratogenic factor may be more prevalent in such areas, or that a deprived environment enhances the susceptibility of the population to a specific teratogen. An interaction between low socioeconomic status or a poor environment with such a teratogen could explain Glasgow's high prevalence of cleft palate, as well as the variable seasonal, secular, and geographical patterns of reported prevalence. The nature of the specific teratogen remains a matter of speculation, but diet, infection, and drugs are all worthy of continued scrutiny.
